BY endometriosis we mean an affection occurring in the female genital organs and occasionally in neighbouring parts of the abdomen which anatomically and functionally resemble the mucous membrane of the uterus (endometrium).
We are still ignorant of the way in which, and the reason why, it develops. Many theories have been advanced to explain its origin, but none have proved satisfactory.
Though I do not presume to be able to solve so difficult a problem I think some peculiarities of my own case might throw a little light upon it.
Endometriosis is characterized by ducts, lined with cylindrical epithelium lying in the typical so-called "cytogene " stroma of the uterus mucosa.
We distinguisb two groups of cases. In the first there is a direct connexion between the normal endometrium and the dystopic endometrium-like tissue. There is no doubt that here the endometriosis develops from the endometrium by an abnormal propagation into the muscular layer of the uterus. This propagation proceeds by a solution of the fibrous tissue in the muscle; the muscular tissue itself remains unchanged. The second group develops without any direct connexion with the mucosa of the uterus. The growths are found in the ovary, round ligament, pouch of Douglas, rectum, cecum, ileum, umbilicus, groin, and bladder, and on the serosa of the uterus and fallopian tube.
Endometriosis of the bladder is a very rare affection of which I could find only 23 published cases.
The patient in my case was a woman, aged 31. As a child she had had scarlet fever. She had begun to menstruate at the age of 15; the h8emorrhages were frequent (every two weeks) and of long duration (from six to eleven days). After a year the discharge became still more profuse, now and then causing fainting. During the next four years these symptoms remained, alternating with shorter periods of rather normal menstruation.
In 1923, when aged 19, she was treated by curettage. This effected only a temporary improvement. Menstruation ceased for about a year; then menorrhagia recurred. Another curettage, in 1926, had no influence on the symptoms. In 1927, in another hospital, she was treated by clamps on the parametria through the vagina (Henkel's method), with no better result.
On March 4, 1929, she entered the Burger Ziekenhuis at Amsterdam in a very miserable condition, weak and extremely anDmic. The haemoglobin index was 18 (Sahli); the urine was normal. 450 c.c. of blood was given intravenously. The next day she looked better; the htmoglobin index was 32. She continued to improve, and the haemoglobin index rose to 85. Dr. Slingenberg, the gynmcologist at the hospital, found no abnormality of the genital organs. The menstruation remained somewhat profuse, but not extremely so. The patient was dischirged from hospital on May 25, 1929.
During her first months at home, howEver, menstruation became more and more profuse, and the patient lost so much blood, that she was again admitted to the hospital, on October 24, 1929. The general condition was good, though the htemoglobin index was only 47. In the course of the following months she was treated with different remedies without any effect on the profuse menorrhagia. At last Dr. Slingenberg performed a laparotomy, which revealed no pathological changes except some small cysts in both ovaries; a cuneiform excision was made from both ovaries. The result was a definite decrease of the menstrual flow, which, however, persisted with irregular intervals. She was dismissed with slight continuous fluxus on June 13, 1930. Yet the end-result of this operation proved to be a failure, for the profuse menorrhagia soon recurred and the patient was admitted to hospital, for the third time, September 6, 1930. Because of the low bnmoglobin index (37), another transfusion was given. On October 24,1930, Dr. Slingenberg performed a supravaginal hysterectomy and removed the right ovary, which had formed a cyst as large as an orange. After an uneventful recovery, the patient left hospital, November 17, 1930, apparently cured.
The gross anatomical examination of the uterus did not show the cause of the bleeding. This, however, was revealed by the histological examination (Dr. van Hasselt), which showed a typical endometriosis-a so-called internal endometriosis of the uterus.
After the operation menstruation did not recur. Thus it seemed that the rather drastic therapy had finally succeeded in curing this unfortunate young woman. To our great disappointment, however, scarcely six weeks after the operation a inew symptom developed, namely, frequent and painful micturition3, the urine being mixed with blood. This lasted from the beginning of December until Christmas 1930. Then followed aweek without any complaints. In the first week of January 1931, the frequent painful passiing of urine containing blood recurred and persisted for three weeks. The last week of January was again without trouble. This same'alternating course was observed during the following months.
The patient again entered hospital, January 28, 1931. The urine contained albumin and blood-cells.
Cystoscopic examination showedl a swelling of the bladder mucosa over and immediately above the inter-ureteral ridge. This swelling reached as far as both ureteral orifices.. The left orifice, was lying within the swollen region, the right one just at its border. The greater part of the surface of the tumour-like part presented the appearance of so-called " bullous cedem'a." Near the left ureteral orifice there was a Ismall area with a more tumour-like appearance, in which were two little vesicles with blue centres, looking as if filled with hlood (see fig. -1) .
The dorsal circumference of the bladder-neck was irregular, with gross knobs and bullous cedema, here and there resembling polyps.
At first sight these cystoscopic findings might have suggested the diagnosis of neoplasm, or of an inflammatory process extending into the bladder from without. The previous histological report on the uterus and the resemblance of the bladder condition to the descriptiolns by Muller, Ottow, and others in similar cases, led to the diagnosis of endometriosis of the bladder. Excision of several portions of the altered mucous membrane of the bladder by means of Young's cystoscopic rongeur did not, however, yield sufficient tissue to confirm this diagnosis histologically. Nevertheless the regularity with which the periods of frequent and painful passing of urine containing blood alternated monthly with periods of freedom lent strong support to it.
Every monthly period consisted of three weeks of bleeding followed by about one week of normal health. During the first three weeks the urine contained albumin and blood; in the last week of each period there was no albumin-or only a trace *of it-and there were no red blood-cells (though there were a few white ones).
Cystoscopic examination showed an alternating increase and decrease of the swelling *of the bladder mucosa in accordance with the clinical symptoms.
As mentioned above, both ureteral orifices were more or less involved in the pathological process. Yet good secretion of indigo-carmine showed that the function was unimpaired.
The localization of the endometriosis in the dorsal part of the bladder implied that-as in most published cases of bladder endometriosis-there had been a direct ,continuation of the morbid affection from the uterus to the bladder wall. A minute examination of the excised uterus, however, showed, that in this organ the affection had not even reached ths outer layers of the muscular coat. Further, during the operation Dr. Slingenberg had not observed anything abnormal in the region between uterus and bladder. (In a later operation for appendicitis this was ,verified.)
We, therefore, came to the conclusion that we had to deal with endometriosis situated in two different places, independent of each other, the first being the uterus and the second the bladder, or, in the terms of R. Meyer, adenomyosis uteri interna and adenomyosis vesimalis interna. This last form of endometriosis is very rare. Of the.26 published cases of endometriosis of the bladder only three' belong to this variety, which we would prefer to call primary endometriosis of the bladder.
The choice of the treatment constituted a further difficult problem. The open operation-excision of the diseased tissue through a suprapubic cystotom,y-appeared likely to be most effective, but the close relationship of the ureters made it doubtful if a radical excision would be possible without necessitating reimplantation of the ureters. Moreover, the patient absolutely refused to undergo an operation.
Electro-coagulation seemed likely to be both insufficient and dangerous, because of the depth to which the pathological processes had penetrated the bladder wall.
Another idea which I entertained was the possibility of influencing the menstrual -cycle by changing the hormonal relations in the patient's blood. Professor Laqueur, who advised me on this delicate question, after having daily examined the urine of the patient during the whole of a four weeks' period, could not suggest a rational therapy. Therefore I abandoned that idea also.
The only remaining possibility was to try to eliminate the influence of the remainder of the left ovary on the endometrioid tissue by means of Rontgen castra--tion, and after due consideration this was carried out. It was performed by Dr.
Heilbron in four sessions, namelv April 22 and 24 (1931) -in-the short complaintless period (intermenstiuum), and on May 8 and 11 in the middle of the next heinorrhagic period. At first the result was not very satisfactory. On October 29 (six months after the first radiation) the subjective symptoms disappeared after having lasted only seven days. The patient remained free from the trouble for forty-three days. Then came a short relapse (December 11 to 20) which was followed by further radiation treatment. After that the patient remained without trouble and without bleeding.
The cystoscopic control had demonstrated that from the month following the X-ray treatment the extent of the endomet,riosis decreased gradually. On November 27, 1931, there remained but little of the serious changes which the bladder had presented. During the period of relapse in December 1931 the bladder showed this clearly also.
On February 2, 1932, the bladder appeared to be normal; only a slight irregularity at the left dorsal side of the bladder neck had persisted. The urine contained no albumin and only sporadic white blood-cells. Vaginal examination, however, revealed a small, rather soft swelling in the posterior bladder wall.
Unfortunately, this good result did not last longer than three and a half months. Then the attacks of painful passing of blood-tinged urine recommenced (April 27, 1932) . The monthly ht%morrhages increased gradually so that in June 1932 there was again a bleeding period of three weeks followed by a free pause of about one week.
A complementary series of Rontgen radiations was unsuccessful. Though her condition was rather deplorable our patient remained at home in the country until an attack of appendicitis brought her again to the hospital (December 1932). Here she was treated by Dr. Knapper who, when performing the appendicectomy, had the opportunity of examining the abdominal cavity, and endeavoured to find the remainder of-the left ovary with a view to removing it. It was very difficult to find anything resembling an ovary and the excised part (after histological examination) appeared to contain no ovarian tissue and consisted of fibrous tissue only. As the operation had no effect on the periodical heemorrhages from the bladder, we concluded that there was still more or less ovarian tissue remaining.
Towards the end of 1933 the periodical hemorrhages grew more and more serious. The patient returned to the Burger-Ziekenhuis on February 20, 1934, in a wretchedly anemic condition (hmemoglobin index, 27). A blood-transfusion (450 c.c.) was carried out on the day of admission and improvement followed rapidly. Within two weeks the haemoglobin index rose to 63 and the number of red blood-cells to 4 million. Cystoscopy, however, still showed the same typical appearances.
What could we do for her now ? Rontgen radiation appeared to have failed. The drawbacks to operative treatment were about the same as they had been three years ago.
My opinions as to the necessity of complete removal of the endometrioid tissue had changed in the meantime, after several cases of bladder endometriosis, which had healed after partial excision had come to my notice.2
As I considered electro-coagulation to be the simplest method for partial destruction of the eiidometrioid tissue in the bladder wall, I resolved to try it. Under sacral anesthesia with 2% novocain, I have now performed it three times at intervals of eight or ten days. There has been no disagreeable reaction, except painful micturition during the first days after the treatment.
Though I cannot yet indicate the final results-one or two more sessions of coagulation treatment will be necessary-I think that at present the effect is quite satisfactory.
The history of my patient induces me to make soine remarks concerning the following three points:-
(1) The theory of the genesis of endometriosis in general;
(2) the symptoms and some other peculiarities of endometriosis of the bladder; (3) the treatment of this last affection.
(1) The theory of De Josselin de Jong and De Snoo3 (that endometriosis originates in special parts of the ccelom, which have preserved their embryonic potency and afterwards develop the properties, belonging normally to the female genital tract) has my support, but it does not explain the cases of autochthonous endometriosis of the bladder wall, having no direct connexion with the peritoneum or the uterus. Now, in most of the published cases of endometriosis of the bladder, the distal posterior part near the ureteric orifices was affected. It was the same in my own case, but in that case the dorsal part of the bladder neck also showed analogous alterations.
If we assume that endometriosis develops from a special part of the coelom, it is impossible to explain its presence in the bladder wall independently of the serosa. The coelom has never had anything to do with the urogenital sinus, a part of which afterwards becomes the bladder. This problem may be solved if we assume that not only the ccelom, but also other derivates of the third germ layer, the mesoderm-in the range of a certain number of abdominal segments-can preserve that potentiality of developing into tissue, which ordinarily is the exclusive possession of the Miillerian ducts.
In the bladder it is exactly the region affected by endometriosis (trigone, ureteral orifices, dorsal part of the bladder neck) which develops from the Wolffian ducts and thus is of mesodermal origin, whereas the remainder is endodermal. (See fig. 2, As in most of the published cases the diagnosis has been made after operation and histological examination, it will be useful to indicate the symptoms which may enable us to recognize this affection by clinical and cystoscopic examination.
(a) Endometriosis of the bladder can be diagnosed only during the period of menstrual activity, not before the beginning of menstruation and not after the menopause.
(b) The disturbances are periodical, coinciding with the menstrual cycle.
(c) In the menstrual period there is frequent painful micturition, and the urine -contains albumin and blood. In the intermenstruum there are no, or only slight, subjective complaints.
(d) Bimanual vaginal examination may detect a soft swelling, which is tender during menstruation.
(e) Cystoscopy reveals the true nature of the affection. There is swelling of part of the mucous membrane of the posterior wall of the bladder. This locality is explained by the position of the uterus in the case of endometriosis from that organ, and by the mesodermal origin of the trigone, ureteric orifices, etc., in the case of siutochthonous endometriosis of the bladder.
(3) The treatment of endometriosis of the bladder differs according to the age of the patient. In women who are near the menopause, castration by means of LR6ntgen-radiation is the simplest method. In younger women, the most efficient -treatment is radical excision. This should always be performed by laparotomy, in order that one may be informed of the relations of the bladder endometriosis to the internal sexual organs and the peritoneum. If this operation, for any reason, is not feasible, intravesical electro-coagulation may be tried.
